. However, implementing the evidence is challenging, as questions remain regarding optimal modes of physical interventions and optimal dose and intensity of exercise. Domingos and colleagues 1 (in Figure 1 ) illustrate the complexities of the available interventions and the potential of some interventions to addresses more than one motor problem. The allied health professionals who deliver rehabilitation interventions are autonomous professionals trained in evidence-based practice and are first-contact practitioners (not requiring a referral from a medical practitioner) in many countries, including Brazil. While it is the responsibility of the physician to facilitate referral, it is the responsibility of rehabilitation professionals to assess the person with Parkinson's disease and to collaboratively with the patient decide upon treatment goals and intervention, based on their evidence-informed judgement. This involves consideration of not only the presenting motor impairments and activity limitations, but also non-motor impairments such as cognitive impairment, disease stage, co-morbidities, as well as exercise history, exercise-self efficacy and individual preferences 7, 8 . Although very few serious adverse effects associated with rehabilitation interventions have been reported 9 , the relative risks and benefits of rehabilitation interventions also need to be assessed, particularly with respect to the level of supervision required for physical interventions.
There is a move towards a more collaborative model of healthcare, ie, patient-centred care, where the patient actively participates in making decisions about their individual health care rather than passively accepting the prescription of the health care professional 10 . This model is particularly well-suited to delivering rehabilitation interventions to people with Parkinson's disease, where several interventions are evidence-based, but there is no evidence to indicate which intervention is best. For example, if one of the goals of rehabilitation is to improve aerobic exercise capacity, there is currently supporting evidence for group aerobic exercise 11 , cycle ergometry 12,13 and treadmill walking [12] [13] [14] . Using the patient-centred healthcare model, the individual patient and his/her rehabilitation professionals jointly consider the evidence, the patient's goals and preferences for exercise, as well as pragmatics, such as access to exercise programs, equipment and cost. Additional benefits include the potential to maximize the patient's adherence to the exercise program, collaborative monitoring and modification of the program, as well as development of self-management strategies. The European Physiotherapy Guideline for Parkinson's disease (currently in draft form) provides further information on the implementation of these strategies 15 ; incorporating interdisciplinary collaboration with key rehabilitation professionals, including Parkinson's disease nurses, occupational therapists and, speech and language therapists. There will always be a lag between emerging gold-standard evidence from randomised controlled trials and the guidelines and systematic reviews based on this evidence. For example, the recommendations of the European Federation of Neurological Societies and Movement Disorder Society-European Section (EFNS/MDS-ES) review on therapeutic management of Parkinson's disease published in 2013 16 included studies up to the end of 2010. More recently-published randomised controlled trials provide evidence supporting additional modes of physical interventions including Tai-Chi 17 , tango dancing 18 , Irish set dancing 19 , muscle strengthening exercises 20 and muscle power training 21 . In addition, a multifaceted behavioural change physiotherapy intervention designed to increase physical activity has been shown to have some benefits on physical activity and walking capa city over and above those achieved by traditional physiotherapy 22 . Virtual reality gait training 23 and occupational therapy 24 are also currently being tested in large-scale randomised controlled trials.
Despite the exponential evolution of evidence for rehabilitation interventions, significant gaps remain. Motor impairments affecting the upper limbs, and non-motor impairments, such as depression and cognitive impairments are significant contributors to reduced quality of life in people with Parkinson's disease 25 . Therefore, there is an urgent need to explore the potential of rehabilitation interventions designed to address these impairments. There is also a paucity of research focusing on rehabilitation in late Parkinson's disease, particularly in Hoehn and Yahr stage 5 and this knowledge gap needs to be addressed.
The evidence of efficacy of rehabilitation for people with Parkinson's disease has been gained mostly from trials including predominantly early to mid-stage patients. Therefore, the strongest evidence supports the delivery of rehabilitation interventions early in the disease process, when rehabilitation can play a key role in maintaining mobility and preventing secondary impairments of neuromuscular and cardiovascular systems associated with reduced physical activity. Many people with Parkinson's disease, particularly individuals with the Postural Instability Gait Disorder (PIGD) motor phenotype, will present with activity limitations in the early stages, even at their first visit to a neurologist 26 . Despite this, in a recent large survey of 3405 physiotherapists from 17 European countries, a major barrier to delivery of optimal physiotherapy care was that referral to rehabilitation was initiated at too late a stage of disease progression 27 . This finding further highlights the importance of Domingos and colleagues' 1 opinion statement promoting early referral to rehabilitation. Finally, although there is limited evidence to date, much research activity is currently underway exploring the role of exercise as a potential disease-modifying intervention for people with Parkinson's disease 4, 5, 28, 29 . If exercise is shown to have a di sease-modifying effect, this would provide further support for routine referral of people to rehabilitation on diagnosis with Parkinson's disease. 
